Dear Editor, This correspondence is to discuss an incidental finding identified while conducting laparoscopic cholecystectomy. A 34-year-old female visited the outpatient department of a tertiary hospital of Karachi, Pakistan. She had a history of on and off pain at the epigastric region for past 8 months. Physical examination revealed no significant findings. Her laboratory findings were within normal limits. Abdominal ultrasonography showed multiple stones in the gallbladder with the largest one measuring 1.5 cm in size, normal wall of gall bladder. Common bile duct (CBD) and portal vein size are within normal limits. No anatomic variation was highlighted at ultrasound.
A gallstone with occasional biliary colic was diagnosed, and the patient was planned for elective laparoscopic cholecystectomy. Perioperatively, dual cystic ducts were identified, clipped, and divided. It was found that the divided cystic duct contained two different channels. When the gallbladder was excised and examined, it was confirmed that the patient had two cystic ducts which were exiting from the gallbladder. Intraoperatively, the liver bed and clipped cystic duct stump was reexamined for any leakage. No leakage was found so drain was not placed. Postoperatively, the patient recovered well and discharged on the next postoperative day. The patient was followed up to 3 months and no complications were noticed.
Presence of variations particularly findings of double cystic duct during laparoscopic cholecystectomy is of great challenge for laparoscopic surgeons. In the past, only nine cases were found on this rare variant i.e., double cystic duct [1, 2] . This anomaly is classified by Flannery and Caster into three different types. The "H type" variant is common and mostly has published findings in previous case reports. The letter H represents the accessory cystic duct when it divides into three branches while it enters in the right, left, and common hepatic duct. In previous case reports published, accessory cystic duct opens into the right hepatic duct [1, 2] . Another variant is the "Y type" in which two cystic duct opens into a common channel that joins the common hepatic duct. Our patient had the Y type variant with one lumen patent and the other obliterated. The last type is the trabecular type in which the cystic duct opens into substance of liver [3] .
Intraoperative cholangiography is indicated to differentiate bile duct injury that might occur either because of transection of bile duct or because of the presence of anatomical variations. Careful examination is required to avoid conversions from laparoscopic to open cholecystectomy [1, 2] . In our case, we carefully examined the excised cystic duct as well as the liver bed and cystic duct stump. No leakage was identified. Hence, surgeons practicing in the laparoscopic era should be aware of anatomic variants and options available to avoid major complications.
